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Introduction
For several years, researchers have documented the impact of racism and bias on the health of patients of color, as well as the contributions of racism and bias to national health disparities both past and present. There have been many efforts by medical students, residents, and academic faculty to acknowledge racism and bias in medicine and to work to address them. A major barrier to this effort within medical schools is the lack of required, structured curricula.
A number of studies have demonstrated that physicians are implicitly biased, which is likely to impact their clinical decision-making. It is unclear, however, whether this implicit bias develops specifically during their medical training or at some other point in their lives. One study documented that first-year medical students' implicit bias test scores showed preferences for white people and people of higher socioeconomic class. However, measured bias was not associated with their clinical assessments of written patient vignettes. A limitation to this study is that it examined student bias prior to adequate clinical exposure. Another study showed implicit bias was higher among third-and fourth-year students compared to first-year students, but this difference was not statistically significant. A recent study prompted national attention when it found that half of surveyed medical students and residents held false beliefs about the biological differences between black and white patients, which influenced their pain ratings of and treatment plans for black patients.
Historically, medicine has addressed issues of diversity through cultural competence curricula. These lessons often focused on teaching cultural practices that might impact patients' behavior, health, or interactions with physicians. However, cultural competence often oversimplifies culture and has been critiqued for promoting stereotyping, ignoring the provider's role in bias, and overlooking the impacts of structural inequalities. A newer movement called structural competency is gaining momentum among educators and social scientists as an alternative teaching framework.
Structural competency is the ability to identify how disease and symptoms are informed by access to health care and food, urban zoning, racism, and educational systems. In our review of MedEdPORTAL publications, we found only a few established curricula using a structural competency approach to teaching about bias and health disparities.
Updated curricula that focus on structural determinants of health to understand practitioners' own role in clinical bias and racism are currently lacking in medical education training paradigms. This curriculum intends to use the structural competency framework to understand health disparities and how they impact trainees and patients in the clinical environment.
At the Warren Alpert Medical School (AMS) of Brown University, curricular reform to implement a structural competency focus was undertaken in fall of 2015. During orientation, students participate in an event that includes a local tour of neighborhoods and nonprofits to better understand local health disparities and available resources. In the first-year curriculum, students watch part of a documentary, Race: The Power of an Illusion, which discusses the social, economic, and political contributions to the conception of race and disproves many biological explanations. Students also read Blindspot: Hidden Biases of Good People, a book on the psychology of bias. Second-year students receive lectures by faculty with prior experience in health disparities research and take part in small-group sessions on bias and structural racism as part of their required clinical skills training course.
Like many schools, AMS has undertaken the necessary restructuring of preclinical curricula to incorporate race and bias; however, the emphasis was initially on providing students with knowledge related to health disparities rather than on developing skills that could be used in the clinical setting. Knowing that the practice of such skills is further complicated by the dynamics of hospital culture and the fact that most students change clinical environments every few weeks, this curriculum attempts to help students understand racism and bias in medicine and begin to cultivate ways to address them in the clinical setting.
Methods
This resource was developed by a team of faculty and students using an evidence-based case-study approach. The curriculum can be used as a stand-alone session or as part of a larger structural competency curriculum. While there are no formal prerequisites, it is intended for learners with prior familiarity with the structural roots and general epidemiology of health disparities. It was designed for students entering or already exposed to their role in the clinical setting.
We integrated small-group case-based sessions into an already-existing 3-week clerkship preparation course for rising third-year students prior to starting clinical clerkships. This allowed for appropriate context after the traditional preclinical years and occurred at a time when students were honing their roles and responsibilities in the clinical arena. Case-based scenarios in small groups of 10 students, with one faculty facilitator, were deemed ideal to create a safe space for students to discuss these topics without feeling overwhelmed and allow for appropriate small-group facilitation. This also allowed for more studentdriven discussion as compared to a traditional lecture format. Two facilitators were selected based on previous interest in this topic, willingness to participate in faculty development prior to the sessions, and prior history of excellent small-group facilitation skills.
Two faculty members facilitated a total of 12 small-group sessions (six sessions each). Every small-group session lasted 1 hour and occurred over one of two afternoons, with both faculty members running sessions concurrently on each of these days. The facilitators completed significant preparation using the facilitator's guide (Appendix A) and cited articles. Facilitators began preparing for this session several months in advance. They began by reading all of the required session readings in conjunction with the faculty guide. Facilitators were also asked to review the cited papers in the faculty guide to enhance their knowledge prior to the session. To enhance their understanding of the readings and to facilitate discussion about how to navigate the small groups, both faculty facilitators met with an expert at AMS whose academic focus is the intersection between race and medicine. During this meeting, facilitators were able to brainstorm and practice navigating possible student questions with a content expert prior to the sessions.
The main resource in this publication is the facilitator's guide (Appendix A). This resource includes a description of each case and a list of discussion questions. We recommend that the cases and discussion questions (Appendices B, C, & D) be given to students prior to the session, in addition to the suggested readings. The facilitator's guide lists the primary educational objectives of each case, gives in-depth background on the issues highlighted, and provides suggestions for facilitating the actual discussion. It also includes additional questions beyond those given to students as an option for prompting more thoughtful discussion and challenging different perspectives if they arise. Cited references in the facilitator's guide allow facilitators additional opportunity to expand their own personal knowledge of the historical context and the evidence of the underlying disparity being discussed as a means of being prepared to answer students' questions about the various content areas.
The required resources needed to use this curriculum are trained facilitators and educational space conducive to small-group discussions. While not required, we suggest presession readings. We recommend that students read "When Doctors Discriminate," the sixth chapter from Damon Tweedy's book Black Man in a White Coat . This chapter discusses a case that Dr. Tweedy, a psychiatrist, saw during his residency training in which a patient was labeled with having a psychiatric diagnosis due to his preference to treat his blood pressure with diet and exercise rather than medications. Dr. Tweedy discusses the influence of the patient's race on this diagnosis and his difficulties reacting to this incident as an intern physician. This reading can be applied to all of the cases and can give students additional insight into the complexities of being a trainee witnessing bias. We also recommend chapter two, "The New Racism," from Eduardo Bonilla-Silva's Racism Without Racists (in particular, pp. 25-36). This chapter uses historical context to discuss how racism has been redefined in the post-Civil Rights Era and the implications of interracial segregation on economic opportunities. This reading can be especially applied to Case 3 when discussing how segregation influences health outcomes. Case 1 (Appendix B) discusses a young patient in pain from a stab wound. The case description presents an unprofessional comment made by a surgical resident about the patient's possible drug use and the reluctance on the part of the resident to treat the patient's pain. The primary goals of this case are for students to (1) discuss growing evidence of physician discrimination and bias in patient care, particularly the evidence for undertreatment of pain among minority patients; (2) examine the reasons why pain management is an area particularly prone to bias; and (3) brainstorm strategies to discuss objective pain management on the wards and respond to unprofessional behavior of resident peers. 17 18 19 Case 2 (Appendix C) presents a woman in labor with limited English proficiency and little prenatal care. There is no available translator to get consent for a cesarean section, and the resident asks the medical student, who has limited Spanish proficiency, to translate. The primary goals of this case are for students to (1) learn about the importance of interpreters and discuss how patients with limited English proficiency experience health disparities, (2) review how to access interpreters in the hospital setting, and (3) discuss how to navigate situations in which superiors ask students to use language skills inappropriately.
Case 3 (Appendix D) introduces a woman from a poor neighborhood (which can be changed to be specific to the location in which the curriculum is delivered) who has uncontrolled diabetes and hypertension and is readmitted for hyperosmolar hyperglycemic state and high blood pressure. The resident in the case makes an unprofessional statement questioning why this woman is unable to care for her health problems at home, blaming the patient for her readmission. The primary goals of this case are for students to (1) discuss the relevant impact of historical and current racial segregation on health outcomes, (2) unravel the structural factors causing people of color to have a higher prevalence of certain diseases and address the myth of biological or genetic explanations for these higher rates of disease, and (3) learn skills to effectively present complicated patients so that the team is motivated to address the complex social factors that influence their health status rather than ignore them.
Results
The curriculum, delivered by two trained facilitators, was first implemented for 122 rising third-year students during the 2015-2016 academic year. Overall, the session was well received by students and faculty.
Results of Student Satisfaction Surveys
A total of 79 students responded to postcourse satisfaction surveys regarding the sessions (response rate = 64.8%). On a 6-point Likert scale (1 = Poor, 6 = Exceptional), the average rating was 4.28. Written student feedback was generally positive in regard to the inclusion of such sessions, although multiple students noted that the allotted time was not sufficient. One student wrote, "these topics deserve a lot more time and in-depth discussion. The allotted amount of time trivializes these important issues." A few students noted that their small-group discussion veered away from dealing with the topic of race exclusively, avoiding the word race and focusing more on the complexities of pain management by itself rather than its relationship with race. One student noted the sessions were "unnecessary," and another student expressed frustration that peers did not see the relevance of the session.
Reflections From Facilitators Faculty facilitators found the session to be an enjoyable and worthwhile experience. They indicated that it was helpful to express to students early on that they were not experts in this area but had been working on their own professional development to better understand these issues. They stressed that there was no single answer to many of the questions proposed by the cases and that the goal was to help prepare students to confront these situations on the wards, not necessarily to provide a clear answer to each question. This is an important distinction from traditional case-based sessions in basic science courses, where students are often asked a question that requires a single best answer.
Faculty noted that the level of the cases was appropriate for rising third-year students, both those wellversed in these issues and those knowing little about the topic. Faculty felt that the most helpful questions in the facilitator's guide were the ones that asked how students would actually respond to their superiors when these issues arose. Faculty stated they were able to get through between two and three cases during the allotted time, depending on the group dynamics.
Additional themes that were commonly discussed were hierarchy and power dynamics within medicine, structural racism, and the impact of test questions and lectures throughout medical school on clinical decision-making. Disease processes that came up frequently were sarcoidosis, hypertension, and sickle cell anemia.
Discussion
We successfully developed and implemented a curriculum for rising third-year medical students that utilizes evidence-based concepts related to bias and racism in medicine and applies them to clinical scenarios. Though initially written for medical students, the curriculum can be used by learners across various health care settings who have had some exposure to the clinical environment.
This resource helps to address the growing concern that medical students are witnessing scenarios where racial bias influences care and possibly internalizing these biases throughout their medical training. However, this resource and others still do not give a clear understanding of when in training these beliefs are acquired and how to most effectively combat them in the medical school curriculum.
Limitations of this curriculum include the lack of published data on the effectiveness of similar curricula and the best formats to deliver such content. Our outcome data are based mostly on satisfaction data, which are the lowest on Kirkpatrick's evaluation model. A limitation to sustained success of such a curriculum is facilitator availability and training. We recognize that the success of such case-based discussions often relies on the knowledge and humility of the faculty facilitators. Interfacilitator variability, although somewhat inevitable, could lead some students to have better experiences than others. One particularly worrisome outcome would be that facilitators with limited training could isolate student views on a topic that is difficult for many to discuss. For this reason, we chose to have two dedicated faculty so that we could ensure sufficient faculty development and consistency before implementation of the curriculum. Although some may consider this a limitation, we believe that using a small group of welltrained faculty members to lead these sessions is important and is a model that can be adapted by other medical schools. In addition, building a cohesive longitudinal curriculum around race and medicine, one that integrates prior experiences and foreshadows future ones, is critical to the sustained success of such an initiative.
Our resource was implemented as a single-site, single-encounter intervention. Longitudinal data from students towards the middle and end of their core clerkships would help us determine whether these discussions have any long-term impact on students' abilities to recognize and respond to similar scenarios. Surveys may be useful to validate knowledge and skills gained and could be done at 6 months postcurriculum (halfway through core clinical clerkships), 12 months postcurriculum (end of core clinical clerkships), and towards the end of fourth year. In addition, asking students to reflect on their experiences around race and medicine in clinical settings may be valuable. Finally, to ensure the generalizability of this curriculum, its use at other medical schools would help to validate its outcomes with a diverse group of students and facilitators.
We believe it is unlikely that just one session before starting clinical clerkships is enough to maintain the practice of sustained critical thinking regarding bias and racism in clinical medicine. Therefore, future opportunities include extending these case-based discussions throughout the clinical years of medical school to allow students to reflect upon their clinical experiences. One option is to allow students to present their own cases for discussion and share the strategies they have used to confront uncomfortable situations.
We hope that this curriculum can be implemented in other medical schools, ideally as a supplement to already-established lectures or small-group sessions. Future directions for this curriculum include incorporating a reflective writing component, extending the scenarios to additional clinical settings other than the wards, and trying joint small-group sessions with students and residents.
